Background and Objectives: Normal fertility follows a set of biological, social and cultural rules and regulations; controlled fertility, however, follows the rules and regulations of the family. The present study was therefore conducted to identify the factors influencing the first childbearing decision-making in women living in Shahroud, Iran, in 2014.
Introduction
One of the most significant demographic changes of the past 3 decades is the sharp decrease in fertility throughout the world, especially in developing countries. Despite the range of variation in fertility in developing countries, the number of developing countries with sub-replacement fertility is on the rise (Hosseini & Shavazi, 2009) . The drop in fertility and birth rate affects not only the population growth rate and subsequently the adjustment of the acceleration of the population growth, but also the composition and structure of the population and will gradually change the society's age structure from the dominance of younger ages to the dominance of older ages (Kalantari et al., 2010) . In Iran, the period of fertility transition corresponds to economic, social and traditional changes in families, which have altered reproductive behaviors related to marriage and childbearing and fertility trends as a result. In line with these changes, the total fertility rate per woman dropped to 1.8 in 2009 from 7.7 in 1966 (Aghajanian & Mehryar, 1999 Abbasi-Shavazi et al., 2009 ).
Based on a 2011 census, the country's fertility rate was reported as 1.7 (Keshavarz and Baghery Ghanbarabadi, 2012) . Moreover, the World Bank has estimated Iran's population growth rate to have dropped to 1.95% in 2010-2014 and to further drop to 1.23% in 2015-2019 and to 1.13% in 2020-2024 (Kalantari et al., 2010) . Normal fertility follows a set of biological, social and cultural rules and regulations; controlled fertility, however, follows the rules and regulations of the family, which constitute the most influential factor in the mean birth rate of couples (Hosseinzadeh et al., 2010) .
Childbearing is an irreversible process that demands a permanent commitment for supporting and protecting a child for years to come. In most societies, what most concerns individuals and brings them doubt about childbearing is the actual fact of having a child and its timing. The separation of sexual relationships from childbearing has also resulted in a different lifestyle unprecedented in the history of humankind (Kariman et al., 2014b) . Given the increased rate of pregnancies occurring both before and after women's actual fertility age and given the incident's numerous adverse complications and outcomes for the women themselves and their family and the society at large, researchers have warned about possible future changes in the onset of childbearing and about potential delays in the first childbearing against a backdrop of fertility decline and sub-replacement fertility (Razeghi et al., 2013) . Researchers believe that the amount of time spent for childbearing decision-making is increasing (Beck & Beck-Gernsheim, 2002) . One of the main reasons for this increase is that, in line with reproductive freedom, children have become a valuable property. A long-term process of reflection and intellectual debate may therefore precede childbearing. Previous studies on fertility have failed to take into account the process of childbearing decision-making (Rijken & Knijn, 2009; Kariman et al., 2014a) .
Various studies have found that fertility rates depend on the economic, social and familial factors at play in the society; identifying these factors is therefore a necessary step in population control. Ascertaining significant relationships between fertility and any of these factors can help predict fertility rates based on the changes occurring in these factors and can then help positively alter their direct or inverse effects on fertility and accomplish a better population control (Akaberi et al., 2008) . Many studies have examined the changes in fertility rates and in the factors influencing fertility in Iran and other countries (Testa et al., 2012; Kohan et al., 2012) . The results of these studies show the direct relationship of fertility with women's age (Kariman et al., 2014b; Daniluk & Koert, 2012; Brennan et al., 2011; Mills et al., 2011) , marital age (Hosseinzadeh et al., 2010; Kariman et al., 2014b; Taghizadeh et al., 2015) , sexual preferences (Akaberi et al., 2008; Mills et al., 2011; Bhat & Zavier, 2003; Adibi Sedeh et al., 2012) , desired number of children (Kariman et al., 2014a; Akaberi et al., 2008; Testa et al., 2012; Kohan et al., 2012; Daniluk & Koert, 2012; Brennan et al., 2011; Mills et al., 2011; Bhat & Zavier, 2003; Sedeh et al., 2012; Tavares, 2010) and child mortality (Sadeghi et al., 2010) and its indirect relationship with marital age (Sedeh et al., 2012) and couples' level of education (Tavares, 2010; Sadeghi et al., 2010) .
Moreover, fertility rates may decrease due to various socio-economic conditions. Identifying the most crucial factors influencing childbearing can help design efficient interventions, facilitate policy maker's decision-making in the current legal system and help healthcare providers learn how to assist women in this important process and present useful strategies and interventions.
Materials and Methods
The present cross-sectional study was conducted on 300 eligible pregnant women admitted to healthcare centers and private clinics in Shahroud from March/April to August/September 2014. Participants were selected through multi-stage cluster sampling. The healthcare centers in Shahroud were first divided into a northern division and a southern division. Urban healthcare centers in each division were then determined as clusters. A number of healthcare centers were selected through simple random sampling during the first stage, and the sample size for each center was then determined based on the population covered by the center through quota sampling. Convenience sampling was then carried out in the healthcare centers. Through a review of literature and the examination of research variables and to allow 10-15 samples for each variable, the sample size required for the study was calculated as 300 and was then increased to 360 to account for a drop-out rate of 20% (Munro, 2005) . The study inclusion criteria consisted of being Iranian, being married for the first time and being primiparous. The study exclusion criteria consisted of having an unwanted pregnancy, unplanned pregnancy, a history of abortion and a history of infertility. Data were collected using a demographic and obstetrics questionnaire (including items on participant's and husband's age, participant's and husband's education, participant's and husband's occupation, place of birth, place of residence, marital age, duration of marriage, desired pregnancy spacing and desired number of children), a quality of life questionnaire (derived from the WHO quality of life questionnaire), the ENRICH marital satisfaction scale, the Snyder hope scale and the multidimensional scale of perceived social support.
The validity of the World Health Organization Quality of Life (WHOQOL)-BREF was determined through examining its face and construct validities, and the reliability of the questionnaire was examined through test-retest and with a minimum Cronbach's alpha value of 0.55 and a maximum value of 0.84 (Usefy et al., 2010; Asoodeh et al., 2010; Nejat et al., 2006) .
The validity of the ENRICH marital satisfaction scale was calculated as 0.86 through the examination of its content validity and its reliability was confirmed with a Cronbach's alpha value of 0.78 (Asoodeh et al., 2010; Fowers et al., 1989) . The validity of the Snyder hope scale has also been reported as favorable and over 0.7 through the examination of its content validity (Grewal & Porter, 2007) . Snyder et al. (2000) determined the reliability of their scale through test-retest and calculated its Cronbach's alpha as 0.81; and Ghobari et al. (2007) then reported the Cronbach's alpha obtained for the questionnaire as 0.88 (Snyder, 2000; Bonab et al., 2007) . The validity of the multidimensional scale of perceived social support has also been confirmed using principal component analysis (Zimet et al., 1988) . Different studies have reported the reliability of the scale with Cronbach's alpha values between 0.86 and 0.9 for the sub-scales and a value of 0.86 for the entire scale (Bruwer et al., 2008; Salimi et al., 2009) . The reliability of the scales used in the present study was determined through test-retest and through the examination of the scales' internal consistency. The correlation between the scores obtained for the quality of life questionnaire, the ENRICH marital satisfaction scale, the Snyder hope scale and the multidimensional scale of perceived social support was calculated as 0.76, 0.89, 0.85 and 0.73 with Cronbach's alpha values of 0.84, 0.76, 0.78 and 0.82, in respective order. After determining the validity and reliability of the scales and obtaining the approval of the 162 th meeting of the Ethics Committee of Shahid Beheshti University of Medical Sciences and obtaining a written letter of introduction from the School of Nursing and Midwifery at Shahid Beheshti University of Medical Sciences and obtaining permission from Shahroud University of Medical Sciences, the researchers began sampling by visiting the urban healthcare centers and private clinics in Shahroud. With the selection of women who met the inclusion criteria of the study, the researcher briefed participants on the objectives of the study in person and ensured them of the confidentiality of all their information. Participants then completed the scales individually after submitting their consent forms. The data obtained from the scales were analyzed in SPSS-17 and AMOS-20. Descriptive statistics were used to present and describe the data, prepare the tables and calculate the percentage, mean and standard deviation of the scores; inferential statistics were used to analyze the data and find the correlations. Pearson's correlation coefficient was also used to examine the correlation between the variables, and regression models were used to examine the correlation between the independent and dependent variables studied. A path analysis was used for examining the direct or inverse effects of the variables on the first childbearing decision-making. The level of statistical significance for the scales was determined as 0.05.
Results
The 300 study subjects examined had a mean age of 24.81±3.92 years, a mean marital age of 21.64±3.93 and a mean duration of marriage of 3.17±1.68. A total of 87% of the women were born in cities and 92.3% lived in cities. The women's mean desired number of children was 2.32±0.77. A total of 52.3% (n=157) of the women had university education. A total of 80% (n=240) of the women were housewives. A total of 43% of the women were tenants. The majority of participants (47.7%) used condoms as their method of contraception before pregnancy. All the participants were primiparous. The majority of the families (38%) had a monthly income of 7,000,000 to 10,000,000 Rial. Table 1 presents the mean and standard deviation (SD) and the minimum and maximum values obtained for the main variables examined. To carry out the path analysis, the correlation between the variables was first examined through bivariate analyses. According to the results, marital age (r=0.907), duration of marriage (r=0.204) and economic status (r=0.19) were significantly and directly correlated with the timing of the first childbearing decision-making (P<0.01). However, the other childbearing variable examined, including marital satisfaction (r=-0.719), social support (r=-0.746), hopefulness (r=-0.418), quality of life (r=-0.310), the desired number of children (r=-0.122) and pregnancy spacing (r=-0.165) were significantly but inversely correlated with the timing of the first childbearing decision-making (P<0.01). Table 2 presents part of the results. First, the normal distribution of the variables (using the Kolmogorov-Smirnov test), their homoscedasticity and the linear correlation between them were examined for the pathway analysis. The correlation between the variables was measured using the method of bivariate analysis ( Table 2) . As shown in the table, the timing of the first childbearing decision-making was inversely and significantly correlated with hopefulness, marital satisfaction and perceived social support. Meanwhile, there was a direct significant correlation between marital age and socio-economic status. The life regard index was directly related with the timing of the first childbearing decision-making, but the correlation was not significant.
The structural equation modeling was used to examine the effect of the factors influencing the first childbearing decision-making. The fit of the model was assessed through a number of indices. Given that the root mean square error of approximation (RMSEA) was lower than 0.08 and the comparative fit index (CFI), the normed fit index (NFI), the goodness of fit index (GFI) and the adjusted goodness of fit index (AGFI) were higher than 0.90, the model had a good fit. The relative chi-square, i.e. the ratio of chi-square to degrees of freedom, was calculated as 1.037 in the present study and was then deemed acceptable, showing the good fit of the model as it was lower than 3. The schematic plot of the structural model was fitted. According to the results shown in Table 4 , of all the direct paths, marital age (β=0.63) had the highest effect on the timing of the first childbearing decision-making. Hopefulness also influenced the timing of the first childbearing decision-making indirectly through the inverse effects of quality of life, social support and marital age. Marital satisfaction (β=-0.20), social support (β=-0.17), hopefulness (β=-0.07) and quality of life (β=-0.05) also had an inverse effect the first childbearing decision-making. 
Discussion and Conclusion
The results obtained show that socioeconomic changes and other changes in the family are associated with changes in values, motivations, attitudes and reproductive behaviors related to marriage, childbearing and fertility trends as a result. Theories aiming to increase fertility rates cannot be implemented without first preparing the socioeconomic and mental grounds required for the public to welcome these efforts.
The present study showed that women's level of education and economic status directly influence the timing of their first childbearing decision-making, with the former being the most effective factor involved in this decision-making. Women with higher levels of education have more information about contraceptive methods and their diversity. Researchers believe that between the socioeconomic status and the timing of the first childbearing decision-making in women; that is, the timing of the first childbearing decision-making increases with the family's income, level of education and access to facilities (Kariman et al., 2014b) . In different studies the gap between marital age and the timing of the first childbearing decision-making to be highly influenced by the husband's occupational status reported (Razeghi et al., 2013; Akaberi et al., 2008) . In their study on the effect of socioeconomic factors on female fertility rates, Hezarjaribi and Abbaspour (2010) showed that economic status has a negative effect on female fertility rates, as female fertility rates drop with an improved financial and economic status in the family (Hezarjaribi & Abbaspour, 2010) .
A study conducted by Ahmadian and Mehrabani (2012) revealed that women's level of education has such a great negative effect on their fertility rates that even exceeds the negative effect of men's level of education on women's fertility rates (Ahmadian & Mehrbani, 2013) . A study conducted by Kreyenfeld and Andersson (2014) on the data obtained from the German and Danish socio-economic panel showed that the rate of childbearing decreases significantly in individuals with high levels of education during periods of unemployment compared to in individuals with low levels of education (Kreyenfeld & Andersson, 2014) . In a study conducted by Bhrolcháin and Beaujouan (2012), an increased level of education in women and an increased rate of school enrollment in girls increased the age at first birth in developing countries (Ní.Bhrolcháin & Beaujouan, 2012) .
In the present study, marital age and the duration of marriage were significantly and directly correlated with the timing of the first childbearing decision-making, and participants who got married at younger ages had their first child earlier as well. Studies conducted proposed the increase in the age of marriage for women as a threat to their fertility and a factor involved in increasing the problems and diseases occurring during pregnancy and childbirth (Kariman et al., 2014a) . Various studies have shown that the age at first marriage is a major intervening factor and the main determinant of the age at first birth that works alongside some of the other factors involved in the timing of the first birth and a significant increase in the risk of infertility, high-risk pregnancy, sexual problems and fatigue with the increase in women's age at first birth (Razeghi et al., 2013; Soleimani et al., 2005; Taghizadeh et al., 2015) .
The results of a study conducted by Cooke et al. (2010) was inconsistent with the results of the present study (Cooke et al., 2010) , as the majority of women in the study believed in having ample time for bearing children and did not believe in the adverse effects of giving birth at older ages. The disparity between the results of Cooke's study and the findings of the present study might be due to the higher trust the former's participants placed in the effectiveness of new methods of infertility treatment and their success rates, which had been communicated to them through the media and had consequently reduced their concerns about an increased age at first birth.
The present study also showed marital satisfaction to reduce the age at first birth. According to studies, there is a close relationship between couples' perceived marital quality and their childbearing motivations (Solchany, 2001) . Some couples consider having children early in their marriage a threat to the chance of being alone with their spouse and enjoying their freedom, pursuing fun activities, traveling and spending time together, and thus delay their childbearing decision-making. Moreover, the uncertainty about fully knowing one's spouse (especially in the case of traditional marriages) and feelings of doubt about the stability of the marital relationship caused by disputes and consuming discussions over the course of getting to know one another lead to childbearing hesitations (Kariman et al., 2014b; Kariman et al., 2014a; Testa et al., 2012; Kariman et al., 2015; Klobas, 2011; Rijken, 2009; Samadaee-Gelehkolaee et al., 2014) .
Some studies propose childbearing as an effective motivation for couples to resolves their marital problems through reducing their distrust and adding to their trust in one another (Testa et al., 2012; Friedman et al., 1994) . The results of some empirical studies revealed the two effects that extremely favorable marital relationships had on childbearing, that is, a reinforced intention for childbearing and the decision in women to have fewer children (Kariman et al., 2014a (Kariman et al., , 2014b (Kariman et al., , 2015 Testa et al., 2012; Lainiala, 2011). www.ccsenet.org/gjhs Global Journal of Health Science Vol. 8, No. 10; Other factors that had a significant and inverse effect on the first childbearing decision-making in women included pregnancy spacing and the desired number of children. it seems that women from ethnic groups with different characteristics have rather similar fertility ideals that converged toward low fertility rates (Hezarjaribi & Abbaspour, 2010) . (Hosseini & Shavazi, 2009) . In a study conducted by Khadivzadeh et al. (2013) , the desired number of children did not change significantly in the woman from when they got married to when they gave birth and couples preferred to have long intervals between their marriage and the birth of their first child (Khadivzadeh et al., 2013) , which were consistent with the results of the present study. In a study conducted by Akaberi et al. (2008) , the desire to have several children had resulted in higher fertility rates. The inconsistency between Akaberi's results and the findings of the present study may be due to cultural and environmental differences (Akaberi et al., 2008) .
There was a significant inverse relationship between perceived social support and the timing of the first childbearing decision-making. The increasing number of articles published in different journals about social support, the positive effects of the availability of social support and the negative outcomes of its unavailability reveal the great role of social factors in childbearing (Kariman et al., 2014b; Khadivzadeh et al., 2013; Long & Johnson, 2000; Keim et al., 2009 ).
Hopefulness was another variable that had a significant inverse effect on the timing of the first childbearing decision-making in women. More hopeful women were quicker to decide to have a child. Kariman et al. (2014) showed an inverse relationship between women's hopefulness and the timing of their first birth (Kariman et al., 2014b) , which was consistent with the findings of the present study. Furthermore, a study aiming to examine the increase in fertility rates and the factors influencing fertility in women living in Andimeshk, Iran, showed a positive direct relationship between individuals' attitude toward fertility and fertility rates. Adair found women's interest in becoming a mother to be a strong predictor of the first childbearing decision-making. Some foreign studies found childbearing to be a motivation for the promotion of femininity and considered women's independence and family motivation a factor influencing their childbearing decision-making (Adair, 2013; Benzies et al., 2006; Söderberg et al., 2012) . Quality of life was another factor influencing the first childbearing decision-making in women. Different studies have proposed perceived physical and mental readiness to accept the responsibility of motherhood and the lack of chronic diseases as the main reasons for making the decision to have children. Testa et al. (2011) found that women's level of satisfaction with their spouse's participation in household chores and child care had an insignificant effect on the probability of their decision to have children, which was inconsistent with the results of the present study, perhaps due to the different sociocultural contexts of the two societies studied (Testa et al., 2011) .
Based on the results of the model extracted from Kariman's study (2014a), factors influencing the first childbearing decision-making are rooted in numerous other factors themselves. The life regard index was eliminated from the model proposed in Kariman's study due to its insignificance, and only hopefulness and marital satisfaction had an indirect relationship with the first childbearing decision-making in Iranian women. Meanwhile, the model extracted from the present study showed a significant relationship between quality of life and the timing of the first birth and also found that marital age, perceived social support and quality of life affected the timing of the first childbearing decision-making directly as well as indirectly through the effect of hopefulness (Kariman et al., 2014b) .
The variables that entered the regression analysis as factors influencing the first childbearing decision-making explained an average of 80% of the variance in fertility. Although this coefficient of determination reveals a rather highly accurate selection of variables for entering the regression analysis, this finding is limited to Shahroud and does not provide definitive evidence for being generalized across Iran. Furthermore, the present study was cross-sectional in design and cannot be considered a validated examination of decision-making processes. Future studies are recommended to examine the effect of the government's new policies on childbearing decision-making.
Final Conclusion
The results of the present study revealed that marital age, marital satisfaction, social support, economic status, hopefulness and quality of life have a direct influence on the timing of the first birth, with marital age exerting the highest effect. Moreover, marital age, perceived social support and quality of life affect the timing of the first childbearing decision-making directly as well as indirectly through the effect of hopefulness. Policymakers should adopt strategies that help women bear their desired number of children within an appropriate time frame and that also facilitate the first childbirth decision-making in women choosing to pursue higher education and hold an employment. The reducing effects of a delay in the first birth can thus be controlled in future pregnancies
